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ABSTRACT

THE ROLE OF OPTIMISM, PESSIMISM, AND COPING STYLES IN
MENTAL HEALTH
Name: Griffith, Nathan Michael
University o f Dayton, 2004
Advisor: Dr. M. Rye
This study examined the role o f optimism, pessimism, and coping styles in
mental health. Participants (N = 100) were recruited from both Catholic and
Protestant churches in several Ohio cities. Participants answered self-report
questionnaires concerning optimism, pessimism, non-religious coping (i.e. active,
avoidant), religious coping (i.e. self-directing, collaborative, deferring), and
mental health (i.e. anxiety, depression). We found that optimism was negatively
correlated with anxiety and depression; in contrast, pessimism was positively
correlated with anxiety and depression. In addition, optimism predicted anxiety
and depression beyond pessimism and vice versa. We also found that active
coping was positively correlated with optimism and negatively correlated with
pessimism. Also, self-directing religious coping was positively correlated with
pessimism. Optimism and pessimism did not relate to other coping variables.
Active coping partially mediated the relationship between optimism and
depression. No other coping variables mediated the relationships between
optimism, pessimism, and mental health.
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CHAPTER I
INTRODUCTION

During the last five years, many psychologists have shifted their attention
from studying maladjustment and dysfunction in favor o f exploring the human
strengths and virtues that promote healthy, adaptive living. Seligman (1998) has
been a vocal advocate for the study o f “positive psychology,” which he has
defined as “a science o f human strength, personal fulfillm ent.. .and civic virtue”
(Seligman, 2000, p. 417). A central premise o f positive psychology is that human
beings are rational decision-makers with the responsibility and free will to choose
adaptive or maladaptive patterns o f thought and behavior. This view of
individuals as agents o f choice contrasts with many traditional psychological
theories, which emphasize the effects o f various stimuli and environmental
pressures on the individual. For example, psychoanalytic, behavioral, biological,
and social psychological theories tend to center on the responses o f an afflicted
organism to unresolved conflicts, conditioning, instinctual drives, or economic
and cultural forces. Positive psychologists believe that these approaches have led
to an unnecessarily narrow focus on psychopathology. Thus, positive
psychologists are more interested in “creating what is best” than in “repairing
what is worst” (Seligman, 2000, p. 418).
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The proponents o f positive psychology seek to discover the scientific
foundations o f effective living. Thus, the task o f positive psychology is to
identify, measure, and nurture positive human characteristics such as hope,
creativity, happiness, courage, forgiveness, emotional intelligence, genius, and
optimism. Optimism in particular has recently received increased empirical
attention. In an effort to measure the impact o f optimism on adjustment, some
researchers have examined the role o f optimism in promoting adaptive coping
behavior (Scheier & Carver, 1985) and physical and psychological health (Scheier
& Carver, 1992). Other researchers have explored how pessimism relates to
maladaptive coping behavior (Peterson & Seligman, 1984) and physical and
psychological illness (Peterson, Seligman, & Vaillant, 1988). However, little
research has examined the relationships between optimism, pessimism, and
religious coping.
This study examined how optimism and pessimism relate to mental health,
nonreligious coping, and religious coping. Specifically, the following questions
were addressed: (1) How do optimism and pessimism relate to mental health? (2)
Can optimism and pessimism predict use o f nonreligious and religious coping
styles? (3) Does coping mediate the relationships between optimism, pessimism,
and mental health?
The literature was reviewed in the following manner. First, definitions
and theories o f optimism and pessimism were presented. Second, the relationship
between optimism and pessimism were discussed. Third, the relationships
between optimism, pessimism, and mental health were examined. Fourth,
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potential mediators of the effects o f optimism and pessimism on mental health
were reviewed. Next, existing studies examining the relationships between
optimism, pessimism, and nonreligious coping were reviewed. Finally, research
on the relationships between optimism, pessimism, and religious coping were
reviewed.
Defining Optimism
Two competing theories o f optimism have emerged in the psychological
literature. The first theory, proposed by Scheier and Carver (1985), centers on the
effects o f “expectancies” (i.e., predictions for future events), motivation, and
behavior. In their seminal article on optimism, Scheier and Carver defined
optimism as “the belief that good rather than bad things will happen” (p. 219).
These researchers have focused on the effects o f generalized expectancies rather
than expectancies for specific events. According to this approach, optimism is a
relatively stable personality trait or disposition. Indeed, “dispositional” optimism
is defined as having generalized positive expectancies for the future (Scheier &
Carver, 1985).
A second prevailing theory o f optimism, called the attributional theory,
focuses on how individuals make sense o f meaningful past events. Seligman and
his colleagues theorized that when confronted with emotional or meaningful life
events, people often attempt to determine the cause o f the event so they can
understand what has happened (Abramson, Seligman, & Teasdale, 1978). For
example, a student who has failed a test will likely identify a person (e.g., the
teacher’s lack o f skill in conveying the material) or circumstance (e.g., the
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difficulty o f the test) as the cause o f the poor grade. The characteristic manner by
which an individual explains the cause o f events is referred to as the person’s
“explanatory style” (Peterson & Seligman, 1984). An optimist is a person with an
explanatory style that involves crediting oneself for causing positive events and
identifying external causes for negative events. Seligman and his colleagues
believe that attributional optimism - the characteristic use o f an optimistic
explanatory style - is an automatic cognitive schema that affects behavior by
enhancing the optimist’s sense o f personal agency (Seligman, Abramson,
Semmel, & von Baeyer, 1979). However, they also believe that those who are not
optimistic can learn to think in a more “optimistic” fashion (Seligman, 1991;
Seligman, Reivich, Jaycox, & Gillham, 1995).
Differentiating Between Optimism and Related Concepts. A concept
related to optimism is hope. Snyder et al. (1991) define hope as “a positive
motivational state that is based on an interactively derived sense o f successful
agency (goal-directed energy) and pathways (planning to meet goals)” (p. 87).
Thus, hope has two reciprocal and interrelated components: agency and pathways
thinking. Agency refers to a perceived ability to use energy successfully to
initiate and sustain the pursuit o f goals. Pathways thinking refers to a perceived
capacity to imagine successful routes, or pathways, to achieving goals. Unlike
hope, optimism does not necessarily involve pathways thinking. However, both
hope and optimism involve agency.
Optimism can be distinguished from “positive thinking” as defined in the
self-help literature (Santrock, Minnett, & Campbell, 1994). Positive thinking first
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came into mainstream awareness as a consequence o f Peale’s (1952) best-seller,
“The Power o f Positive Thinking.” Peale envisioned positive thinking as a
vehicle o f “popular religion,” a blending o f metaphysical, New Age thinking and
evangelical Protestantism. Peale cited biblical sources for positive thinking and
called him self “a preacher o f the old-fashioned gospel” (as cited in George, 1993,
p. 134). The central premise o f Peale’s best-seller, that “affirmative attitudes” are
self-fulfilling, depends on linking the individual’s unconscious with divine
knowledge. Peale instructed readers to use the power o f divine will by picturing a
goal and then engaging in “affirmative prayer.”
Some psychologists have defined positive thinking as a healing force
correlated with optimism, hardiness, and “fighting spirit” (see review by
Wilkinson & Kitzinger, 2000). Greer et al. (1992) suggested that positive
thinking entails the use o f positive self-statements, such as “I will defeat this
disease,” which can be used to replace maladaptive, negative thoughts. Other
researchers have lauded positive thinking as a means o f achieving a sense o f
mastery over stressors, or equated positive thinking with specific coping activities
such as “positive reappraisal” and “active cognitive coping” (e.g., Taylor, 1983;
Taylor & Armor, 1996). Unlike optimism, which most theorists view as a stable
personality trait correlated with physical and psychological health, positive
thinking is conceptualized as either a general philosophical approach to stress, a
"do-it-yourself' cognitive therapy, or a specific coping activity.
State Versus Trait Optimism. The prevailing theories o f optimism, which
emphasize generalized expectancies and characteristic explanatory styles,
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conceptualize optimism as a relatively stable personality "trait" that operates
across a variety o f life circumstances. However, some researchers have
investigated a “state” component of optimism by concentrating on cognitive
strategies used within specific domains, measuring variables such as symptom
severity on a daily basis, or comparing causal attributions for specific events with
general explanatory style. For example, Norem has studied domain-specific
“strategic optimism” in achievement and interpersonal settings (Norem & Cantor,
1986a, 1986b). “Strategic optimists” are individuals who do not typically feel
anxious in a particular domain and set high expectations for their performance.
However, in order to maximize performance, strategic optimists avoid thinking
about the upcoming task or potential negative outcomes. For example, a strategic
optimist expecting to earn a place in an orchestra following a strong audition will
refrain from thinking in advance about the details o f his/her musical selection or
the potential mistakes he/she could make during the performance. Norem (2001)
hypothesized that strategic optimism is a malleable, domain-specific cognitive
strategy that is unrelated to a stable optimistic disposition. Moreover, Norem
believes individuals develop a repertoire o f optimistic and pessimistic strategies
for use in different settings, depending on changing appraisals and goals.
Research on state optimism have been conducted with Parkinson’s
patients, spouse caregivers o f Alzheimer’s patients, and other groups o f
individuals dealing with medical stressors (e.g., Shiffen, 1996; Shiffen & Hooker,
1995; Tennen, Affleck, Urrows, Higgins, & Mendola, 1992). Shiffen and Hooker
(1995) measured daily changes in optimism within a domain to determine the
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relationship o f optimism to adaptation to a fluctuating stressor. The daily-process
methodology enabled the researchers to determine if optimism modifies the
relationship between emotions and events on a daily basis. Indeed, daily changes
in optimism were correlated with daily changes in positive and negative affect and
optimism levels predicted the following day’s level o f perceived severity o f
illness. By demonstrating the impact o f optimism on daily functioning and
adaptation to illness, these studies provide support for the validity o f a state
component o f optimism.
Defining Pessimism
Pessimism has been defined and researched within the same theoretical
frameworks as optimism. Seligman and his colleagues developed the prevailing
theory o f pessimism as a product o f their research and theory o f “learned
helplessness” (Maier, Peterson, & Schwartz, 2000). The attributional theory of
pessimism (Peterson & Seligman, 1984) emphasizes causal attributions as a
means o f explaining meaningful past events. As noted earlier, the characteristic
manner by which a person attributes the cause o f meaningful events is referred to
as the person’s “explanatory style.” According to this approach, a pessimist uses
a self-defeating explanatory style by inferring that negative outcomes are caused
by personal weaknesses or failures, whereas positive outcomes are the product o f
good fortune or external circumstances (Peterson & Seligman, 1984). Thus, a
pessimist sees him/herself as lucky when he/she succeeds and morally culpable
when he/she fails. Seligman and his colleagues believe that pessimism, like
optimism, is a stable cognitive trait.
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Scheier and Carver’s self-regulation model o f motivation (Carver &
Scheier, 1998, 2001) offers a competing definition o f pessimism by emphasizing
the effects o f expectancies for future events on behavior. Pessimism is
conceptualized as the stable personality trait o f believing that bad rather than good
outcomes will ensue (Scheier & Carver, 1985). When goal-directed behavior is
frustrated, a pessimist will tend to feel doubtful that the goal is attainable based on
past expectancies and outcomes (Carver & Scheier, 2001). This uncertainty may
compel pessimists to disengage from the active pursuit o f their goals
disproportionately when compared to non-pessimists (Carver & Scheier, 1998).
Differentiation Between Pessimism and Related Concepts. A concept
somewhat related to pessimism is the self-fulfilling prophecy. Merton (1948; see
review by Jussim, 1986) introduced the concept o f self-fulfilling prophecy and
defined it as an initial false belief that leads to the fulfillment o f the belief.
Merton theorized that self-fulfilling prophecies partially explain the expression o f
social injustice and inequalities in situations as widely varied as racial and ethnic
discrimination and bank failures. Following the classic study by Rosenthal and
Jacobson (1968), which demonstrated that teacher expectations can influence
student performance, self-fulfilling prophecies became a major area o f social
psychological research. Researchers continue to seek evidence that expectations
o f performance can influence achievement (e.g., Fiske & Taylor, 1991; Madon,
Jussim, & Eccles, 1997).
Pessimism is dissimilar to self-fulfilling prophecies in at least three ways.
First, pessimistic beliefs need not be false. Many pessimistic beliefs may be true
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and adaptive. For example, the belief that a large man may have a physical
advantage over a smaller man in a fistfight may dissuade the smaller man from
objecting to offensive behaviors. Secondly, pessimistic beliefs are not necessarily
interpersonal in nature. For example, a person may be pessimistic about the
possibility that global warming will accelerate during the next century. Finally,
pessimism does not necessarily lead to the fulfillment o f any particular belief.
Unlike a self-fulfilling prophecy, which likely affects outcome, a pessimistic
expectation for afternoon rain, for example, does not influence the weather.
State Versus Trait Pessimism. The prevailing theories o f pessimism
consider pessimism to be an enduring, stable trait. However, as with optimism,
some researchers have suggested that there is a “state” component o f pessimism
that operates differently in different domains. A useful example is Norem ’s
theory o f “defensive pessimism” which is a situationally-specific cognitive
strategy (Norem & Cantor, 1986a, 1986b). Defensive pessimism involves
preparing for stressful events by setting low expectations for performance and
mentally rehearsing all o f the potentially disastrous mistakes that one could make,
despite past successes in the same domain. In contrast to the usual understanding
o f pessimism, defensive pessimists utilize this strategy to achieve successful
performances. Defensive pessimists describe their extensive mental rehearsal and
preparation for a performance as a means of “harnessing” their own anxiety. As
an example o f defensive pessimism, Norem (2001) cites the pre-speech
preparations o f a man who is afraid o f public speaking. The defensive pessimist
over-prepares to avoid disaster. After considering the possibility that he may trip
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over the microphone cord, he tapes it down firmly. The result is a smooth,
successful speech that proceeds according to plan.
The counterintuitive success experienced by defensive pessimists as a
result o f their extensive preparation highlights the broader issue o f the costs and
benefits o f both optimism and pessimism. Psychologists must carefully consider
the implications o f a unilateral belief that optimism is “good” and pessimism is
“bad.” Several theorists have emphasized that certain decision-making contexts
benefit from the accurate, realistic perspective o f the pessimist (Norem, 1989, as
cited in Norem 2001; Taylor & Gollwitzer, 1995). Furthermore, grossly
unrealistic optimism can lead to health risks, illness, and death. Seligman (1991)
has emphasized the importance o f flexibility within an optimistic worldview,
especially in situations where there is a potentially serious “downside.” For
example, when an impatient, optimistic driver is trying to decide if he can beat the
approaching locomotive to the railroad crossing, it would be useful to have a more
pessimistic individual in the passenger seat to advocate for the relative benefits o f
a more cautious approach.
The Relationship Between Optimism and Pessimism
The relationship between optimism and pessimism is an important and
controversial issue. The dominant view in the literature has been Scheier and
Carver’s (1985) conceptualization o f optimism and pessimism as polar opposites
on a unidimensional continuum. From this viewpoint, the opposite o f optimism is
pessimism, and vice versa. Thus, most o f the instruments used to measure
dispositional and attributional optimism and pessimism, such as the Life
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Orientation Test (LOT; Scheier & Carver, 1985) and the Attributional Style
Questionnaire (ASQ; Peterson et al., 1982), have been designed to yield a
composite score that identifies subjects as either optimists or pessimists.
However, some scientists have begun to challenge this view by asking some
intriguing questions. For example, can a person be both optimistic and
pessimistic? Can a person be neither optimistic nor pessimistic? What if the
opposite o f optimistic is “not optimistic” and the opposite o f pessimistic is “not
pessimistic?” Garber (2001) has suggested a scenario involving the stock market:
An optimist may expect to make a fortune, a person who is not optimistic may not
expect to make a fortune, and a pessimist may expect to lose a large amount o f
money.
Several investigators have suggested that optimism and pessimism may be
better conceived o f as representing two partially independent dimensions (see
review by Chang, Maydeu-Olivares, & D ’Zurilla, 1997). Researchers have factor
analyzed the LOT and found that a two-factor model is the best fit for the data
(Chang, D ’Zurilla, & Maydeu-Olivares, 1994; Marshall, Wortman, Kusulas,
Hervig, & Vickers, 1992). Chang et al. (1994) determined that the inter-factor
correlation is -.54, suggesting that the factors are moderately related. Modified
versions o f related scales such as the Optimism-Pessimism Scale (Dember,
Martin, Hummer, Howe, & Melton, 1989) and the Hopelessness Scale (Beck,
Weissman, Lester, & Trexler, 1974) also have been found to have a multi
dimensional structure (Chang et al., 1994; Marshall et al., 1992). These results
cast doubt on the validity o f the traditional view that optimism and pessimism are
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polar opposites on one dimension. At least one new instrument for measuring
dispositional optimism and pessimism, the Extended Life Orientation Test
(ELOT; Chang et al., 1997), has been designed to yield separate scores for
optimism and pessimism.
The Relationship o f Optimism and Pessimism to Mental Health
Optimism and Mental Health. Researchers have investigated the reactions
o f optimists who are facing a wide variety o f stressors, such as adjustment to
college life (Ausbrooks, Thomas, & Williams, 1995; Chang, 1998b), missile
attacks (Zeidner & Hammer, 1992), and medical stressors (Carver & Gaines,
1987; Cozzarelli, 1993). In studies involving medical stressors, measures o f
optimism and adjustment are typically collected before, during, and after medical
treatment in order to determine if a subject’s level o f distress is impacted by their
explanatory style or outcome expectations. Some o f the medical stressors studied
include: childbirth (Carver & Gaines, 1987), abortion (Cozzarelli, 1993), failed
attempts at in vitro fertilization (Lift, Tennen, Affleck, & Klock, 1992), bone
marrow transplantation (Curbow, Somerfield, Baker, Wingard, & Legro, 1993),
cancer (Carver et al., 1993), and the progression o f AIDS (Taylor et al., 1992).
Several studies involving pregnancy have discovered that optimism is
associated with successful adjustment to stress both during pregnancy and
following an abortion. For example, in an early study o f adjustment to pregnancy
by Carver and Gaines (1987), women completed optimism and depression scales
in the third trimester of their pregnancy and three weeks postpartum. Optimism
predicted lower levels o f postpartum depressive symptoms after controlling for
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initial levels o f depression. Fontaine and Jones (1997) have replicated these
findings. Similarly, Park, Moore, Turner, and Adler (1997) found that optimism
was negatively associated with anxiety and positively associated with positive
states o f mind throughout the course o f pregnancy. Other researchers have
investigated the role o f optimism in coping with the termination o f a pregnancy.
For example, Cozzarelli (1993) studied the role o f optimism in women’s
adjustment to abortion. Optimism, other personality variables, and depressive
symptoms were measured 30 minutes before the abortion, one hour after the
abortion, and at a three-week follow-up. The results indicated that optimists had
less pre-abortion depression and better post-abortion adjustment than non
optimists. More recent research by Cozzarelli and colleagues has confirmed the
protective role o f optimism for women coping with abortion (Major, Richards,
Cooper, Cozzarelli, & Zubek, 1998).
Scheier et al. (1989) found that optimistic men reported more positive
affect both prior to coronary artery bypass surgery and during recovery than did
pessimists. Immediately before surgery, the optimistic patients reported lower
levels o f hostility and depression than pessimists. One week after surgery, the
optimists reported greater relief and happiness than did pessimists. In measures
o f subjective well-being, the optimists reported greater satisfaction than
pessimists with the medical care they had received and the amount o f emotional
support provided by family and friends. Furthermore, the optimistic advantage
persisted long after surgery. At both six-month and five-year follow-ups, the
optimists reported a higher quality o f life than did pessimists.
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Another prospective study that investigated the relationship o f optimism
and mental health is the Temple-Wisconsin Cognitive Vulnerability to Depression
(CVD) Project (see Alloy & Abramson, 1999 for review). The two-site CVD
project measured cognitive risk factors for hopelessness and depression by
following first-year college students for five years. At the outset o f the study, all
o f the participants were non-depressed and had no Axis I psychopathology, but
approximately half o f the participants had suffered clinically significant
depression at some point in their past. Abramson, Alloy, and Hogan (1998) used
CVD data to examine the incidence o f first onset o f depressive and anxiety
disorders among participants during the first 2 16 years o f follow-up o f the CVD
project. Optimists were found to be less likely than pessimists to experience a
first onset o f a depressive disorder (1% vs. 17%) during this period and optimists
as a group had less risk than pessimists when researchers controlled for initial
scores on the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock,
& Erbaugh, 1961). In addition, researchers using CVD data found that optimistic
college students have lower lifetime prevalence and rate o f first onset o f
depressive and anxiety disorders than pessimistic college students. Alloy et al.
(2000) used CVD data to examine the participants’ lifetime prevalence rates for
disorders listed in the Diagnostic and Statistical Manual o f Mental Disorders
(DSM-III-R; American Psychiatric Association, 1987). Alloy and colleagues
determined that the optimists had half the rate o f lifetime major depression when
compared to pessimists. These findings and those o f other studies (Alloy &
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Clements, 1998; Metalsky, Halberstadt, & Abramson, 1987) suggest that
optimistic cognitive styles confer protection from depressive disorders.
Pessimism and Mental Health. Several research studies have found that
pessimism is detrimental to mental health (e.g., Abramson et al., 1998, 1999;
Joiner & Rudd, 1995). In particular, researchers have attempted to determine if
pessimistic cognitive styles are associated with increased risk o f suicidality, a
particularly salient marker o f poor mental health. The hopelessness theory o f
depression suggests that pessimism, when associated with hopelessness, may be
positively correlated with an increased risk o f suicide. Using data from the first 2
% years o f CVD follow-up data, Abramson et al. (1998) found that pessimistic
college students exhibited more suicidality than optimists as measured by both
diagnostic interview and questionnaire. Pessimists also were found to be more
likely than optimists to exhibit other risk factors for suicide (Beck, Steer, &
Brown, 1993), including borderline personality dysfunction (Isometsa et al.,
1996), and parental history o f depression (Wagner, 1997). In a related finding,
Joiner and Rudd (1995) found that college students with a pessimistic explanatory
style showed increases in suicidality after experiencing interpersonal stressors
when compared to optimists.
Other studies have assessed the relationship between pessimism and
adjustment to medical and biological stressors. Pessimists appear to adapt to
medical stressors less successfully than non-pessimists, especially when the
pessimistic individual experiences ongoing stress. For example, in a prospective
study o f men undergoing radiation therapy after receiving a diagnosis o f prostate
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cancer (Johnson, 1996), pessimism and mood were assessed before, during, and
following radiation treatment. Pessimism was predictive o f negative affect during
and following treatment, with pessimistic patients more likely to experience
consistently negative moods. In a study by Bromberger and Matthews (1996) o f
women approaching menopause, pessimism and depressive symptoms were
measured at baseline and at a three-year follow-up. The women who were more
pessimistic at baseline were at greater risk for depressive symptoms at follow-up,
especially for women who reported experiencing ongoing stressors at the follow
up measurement.
In summary, many studies have found that optimism is associated with
increased adjustment to a wide range o f medical and other stressors before,
during, and after confrontation with the stressor. Optimism is positively
correlated with reported happiness, well-being, and quality o f life and negatively
correlated with depressive symptoms, anxiety, psychopathology, and hostility.
On the other hand, pessimism is positively correlated with depressive symptoms,
anxiety, and suicidality and negatively correlated with adjustment to stress. A
consistent finding across these studies is that optimists react to stress in a more
psychologically healthy manner than pessimists.
Potential Mediators o f the Effects o f Optimism and Pessimism on Mental Health
Although the finding that optimism and pessimism are associated with
adjustment to stress is robust and intriguing, the reason for the relationships is
unclear. Why does optimism relate positively to better mental health? Why does
pessimism relate to poorer mental health outcomes? Researchers have proposed a
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variety o f mediators including social support (e.g., Dougall, Hyman, Hayward,
McFeeley, & Baum, 2001; Trehame, Lyons, & Tupling, 2001), attention to
health-relevant information and preventative health behaviors (e.g., Aspinwall &
Brunhart, 2000), and neurobiological processes (e.g., Drugan, 2000; Maier &
Watkins, 2000; Tiger, 1979). One possible mediator that has received increased
attention from researchers is coping.
The Relationships Between Optimism, Pessimism and Nonreligious Coping
Much o f the research on stress and coping references the cognitivephenomenological theory o f stress and coping developed by Lazarus and
colleagues (Folkman and Lazarus, 1980; Folkman, Lazarus, Dunkel-Schetter,
DeLongis, & Gruen, 1986; Lazarus and Folkman, 1984). A central component o f
the theory is the concept o f cognitive appraisals. An appraisal is a process by
which a person evaluates whether or not an environmental stressor is relevant to
his or her well-being and, if so, decides how best to respond to the stressor.
Lazarus and Folkman (1984) also made a distinction between problem-focused
and emotion-focused coping. Problem-focused coping attempts to directly alter
or resolve the situation that is causing distress. An example o f problem-focused
coping is a person’s persistent attempts to persuade his/her boss to give him/her a
raise after the boss has refused the initial request. Emotion-focused coping is an
attempt to regulate the emotional distress caused by the stressor. An example o f
emotion-focused coping would be late-night snacking on junk food to regulate
feelings o f anxiety related to an important performance or examination the
following day. Strong empirical support exists for the contention that a majority
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o f individuals use both problem-focused and emotion-focused coping when
dealing with stressors. In one study, Folkman and Lazarus (1980) found that both
types o f coping activities were represented in over 98% o f more than 1300
stressful encounters reported by middle-aged adults (N - 100) over the course o f
one year.
Another way to classify coping strategies is to distinguish between active
and avoidant coping (Carver, Scheier, and Weintraub, 1989). Active coping
involves direct attempts to lessen the impact o f the stressor, such as planning and
positive reinterpretation o f events. Avoidant coping involves strategies o f more
questionable value, such as denial and disengagement, which may impede
attempts to cope actively. The active versus avoidant dichotomy o f coping
behaviors may be considered more instructive than the problem-focused versus
emotion-focused schema because many emotion-focused coping behaviors, such
as seeking social support, may be either adaptive or maladaptive depending on the
intentions o f the individual under stress and the nature o f the stressor.
Scheier, Carver, and colleagues have investigated the effects o f optimism
on coping in order to test their self-regulation model o f goal-directed behavior,
which asserts that optimistic expectations stimulate increased effort to attain
goals. They hypothesized that optimism and pessimism can predict one's coping
style (Scheier & Carver, 1985; Scheier, Weintraub, & Carver, 1986). The
researchers theorized that active, problem-focused coping would be more likely
among optimists, because optimists expect positive change. In contrast, they
believed that avoidant coping activities, such as denial and disengagement from
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stressors, would be more prevalent among pessimists due to their unfavorable
expectations for future events. Overall, Scheier and Carver hypothesized that
optimism acts as a buffer against stress because o f its association with adaptive
coping responses.
In one o f their first studies of the differing coping responses o f optimists
and pessimists, Scheier et al. (1986) presented undergraduates with descriptions
o f several stressful situations and asked subjects to describe in their own words
how they would cope. Responses were coded in terms o f active versus avoidant
coping responses. The results indicated that optimistic and pessimistic students
employed very different coping responses to the hypothesized stressful events.
Consistent with hypotheses, optimism was positively correlated with active
coping and negatively correlated with avoidant coping. In contrast, pessimism
was positively correlated with avoidant coping and negatively correlated with
active coping. Other researchers have replicated the finding that optimists have a
tendency to confront stressful events with an active coping style, while pessimists
tend to utilize a generally avoidant style (e.g., Aspinwall & Taylor, 1992).
In order to better understand why optimism is related to adaptive coping
responses, Carver et al. (1989) examined the impact o f perceptions o f the
controllability o f stressors on the coping responses o f optimists and pessimists.
Because some stressors, such as the death o f a loved one, cannot be resolved via
sustained engagement with the stressor, it would seem that optimists, who are
predisposed to believe that problems can be solved with action, would be at a
disadvantage when dealing with uncontrollable stressors. However, the study, in
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which subjects rated the controllability o f stressors, indicated that optimists use
differing coping strategies depending on the nature o f the stressor. Optimism was
positively correlated with avoidant coping activities, such as acceptance and
cognitive retraining, only when stressors were perceived to be uncontrollable.
Pessimism, on the other hand, was positively correlated with avoidant coping,
such as denial, disengagement, and substance abuse, for all stressors. Therefore,
the optimists seemed to possess an advantage in coping across all stressors by
using both active and avoidant coping behaviors adaptively depending on the
situation. Several other studies have replicated the finding that optimists seem to
be better able than non- optimists to moderate their coping responses when a
stressor is perceived to be uncontrollable (e.g., Armor & Taylor, 1998; Aspinwall
& Richter, 1999).
Other researchers have investigated the relationships between optimism,
pessimism, and coping strategies in specific, situational contexts, such as coping
with stress in the work environment (Fry, 1995; Strutton & Lampkin, 1992).
Other studies have examined how optimism and coping relate to the level o f
distress among medical patients. Some o f the medical stressors studied include
coronary bypass surgery (King, Rowe, Kimple, & Zerwic, 1998; Scheier et al.,
1989) and female breast cancer patients (Carver et al, 1993; Stanton & Snider,
1993). In each o f these studies, optimists seemed to possess an advantage in
coping.
Aspinwall and Taylor (1992) and other researchers have designed studies
to determine if the coping differences o f optimists and pessimists underlie the
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effects o f optimism and pessimism on physical and psychological health. In a
college adaptation study, Aspinwall and Taylor assessed personality variables,
including optimism and pessimism, and the preferred coping strategy o f
undergraduate students at the beginning o f an academic semester. As predicted,
optimists were more likely than pessimists to engage in active coping and
pessimists were more likely to engage in avoidance coping. Furthermore, both
coping strategies were predictive o f psychological well-being at the end o f the
academic quarter. Specifically, use o f active coping was positively associated
with adjustment, whereas use o f avoidance coping was negatively correlated with
adjustment.
Although research suggests that coping may mediate the relationships
between optimism, pessimism, and mental health, these studies have largely failed
to examine the possible mediational role o f religious coping. This omission is
particularly salient due to the high level o f religious coping reported in many
empirical studies (e.g., Ayele, Mulligan, Gheorghiu, & Reyes-Ortiz, 1999; King,
Speck, & Thomas, 1999).
The Relationships Between Optimism, Pessimism and Religious Coping
The increased focus on religious coping research in recent years is due in
part to the discovery that religious coping is prevalent and can have a positive
impact. Several recent studies involving samples o f medically-ill, hospitalized,
and long-term care patients (Ayele et al., 1999; King et al., 1999; Koenig, 1998)
have shown that between 73% and 86% o f the patients used religion as a coping
resource. In one study, 34.5% named religion as their most important coping
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strategy (Koenig, Weiner, Peterson, Meador, & Keefe, 1997). Other studies,
involving people with chronic illness and cancer (Raleigh, 1992), physically
abused spouses (Horton, Wilkins, & Wright, 1988), and adults experiencing
unhappy periods in their lives (Veroff, Kulka, & Douvan, 1981, as cited in
Pargament & Brant, 1998), have found that many people view religion as an
important, helpful coping resource in dealing with their stressors.
Several investigators have argued that religious coping is both
multimethod and multipurpose (Harrison, Koenig, Hays, Eme-Akwari, &
Pargament, 2001; Pargament et al., 1988). Religious coping methods can be
personal or interpersonal. They can also be helpful or harmful (Pargament &
Brant, 1998). Religious coping can also serve many important functions in the
complex process o f coping with stressors, including helping a person to define a
problem, generate alternative solutions, or implement the chosen solution
(Lazarus & Folkman, 1984). In addition, individuals may utilize religious coping
for different purposes, such as providing comfort, stimulating personal growth,
facilitating closeness with others, or offering meaning and purpose in life
(Pargament & Park, 1995). Furthermore, many religious coping activities are
moderately inter-correlated, suggesting that people tend to make use o f religious
coping activities in combination with each other. Importantly, researchers have
found that religious coping can predict adjustment over and above nonreligious
coping (Pargament et al., 1994; Pargament & Park, 1995). Thus, this study will
include measures o f both religious and nonreligious coping.
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Positive Versus Negative Religious Coping. Research suggests that some
types o f religious coping are generally helpful, while other types are generally
harmful. Pargament and his colleagues have found that religious coping activities
can be grouped by outcome into three clusters: positive coping activities,
negative coping activities, and coping activities with mixed implications
(Pargament, 1997; Pargament, Smith, Koenig, & Perez, 1998). Examples o f
positive religious coping activities include seeking spiritual support from God,
seeking support from clergy, benevolent refraining o f stressful events, and
religious forgiveness. Examples o f negative religious coping activities include
questioning the power o f God, expressing anger toward God, punitive appraisals
o f negative events, and demonic religious appraisals. Finally, examples o f
religious coping activities with mixed implications include religious rituals in
times o f crisis and a deferring or pleading religious coping style, in which a
person ascribes exclusive problem solving responsibility to God (Pargament,
1997, 2002).
Research has demonstrated that differential utilization o f religious coping
patterns has very different implications for mental health. For example, positive
religious coping has been positively correlated with increased self-esteem and life
satisfaction (e.g., Koenig, 1998; Mickley, Pargament, Brant, & Hipp, 1998),
positive affect among chronic pain patients (Bush et al., 1999), and a lower risk o f
mortality following open heart surgery (Oxman, Freeman, & Manheimer, 1995).
On the other hand, positive religious coping has been negatively correlated with
rates o f depressive symptoms in many samples, including a sample o f college
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students. These results have been replicated in clinical samples (e.g., Bush et al.,
1999; Woods, Antoni, Ironson, & Kling, 1998), community samples (e.g., Bickel
et al., 1998; Pargament, Zinnbauer et al., 1998), and care giving samples (Chang,
Noonan, & Tennstedt, 1998; Mickley et al., 1998).
In contrast, negative religious coping activities have been associated with
higher rates o f depressive symptoms in clinical (e.g., Bush et al., 1999; Woods et
al., 1998), community (e.g., Bickel et al., 1998; Pargament, Zinnbauer et al.,
1998), and care giving samples (Chang et al., 1998; Mickley et al., 1998). In
addition, negative religious coping activities have been associated with higher
levels o f distress following the Midwest floods o f 1993 (Smith, Pargament, Brant,
& Oliver, 2000), more symptoms o f posttraumatic stress disorder (PTSD) and
callousness among members of churches near the Oklahoma City bombing
(Pargament, Smith et al., 1998), and symptoms o f anxiety and worry (e.g.,
Kooistra & Pargament, 1998). Thus, negative religious coping activities have
generally been negatively associated with adjustment to stress (Pargament, 1997;
Pargament, Zinnbauer et al., 1998).
Religious Problem-Solving Styles. Another way to categorize religious
coping was developed by Pargament et al. (1988). Pargament’s research suggests
there are three types o f religious problem solving. An individual with a SelfDirecting style o f religious coping believes that he/she is responsible for acting to
solve problems. From this perspective, God provides individuals with the
resources to resolve difficulties. An example o f a typical statement from a SelfDirecting individual provided by Pargament et al. (1988) is “God put me here on
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this earth and gave me the skills and strengths to solve my problems m yself’ (p.
91). Research has shown that Self-Directing religious coping is positively
associated with psychological competence and an increased sense o f personal
agency and negatively associated with traditional religious activities, such as
church attendance and prayer (Pargament et al., 1988).
The Collaborative style o f religious problem solving involves actively
working with God to solve problems. Thus, the individual takes some
responsibility while also relying on God. An example o f a typical statement from
a Collaborative individual is “God is my partner— He works with me and
strengthens me” (Pargament et al., 1988, p. 92). The Collaborative style seems to
be associated with an internal commitment to religion based on an intimate
relationship with God and a greater sense o f personal control. Likewise, a muchquoted New Testament verse from the writings o f Paul (Philippians 4:13), “I can
do all things through Christ who strengthens me,” suggests a partnership with
God. Research has shown that collaborative religious coping is positively
associated with increased self-esteem and a sense o f personal control (Pargament
etal., 1988).
Much o f the research on religious coping has contradicted the stereotypic
notion that religious activities, such as prayer, represent passive or defensive
means o f dealing with stress. However, the criticism o f religion as a “crutch”
used to deny or avoid difficulties most applies to the Deferring problem-solving
style. A Deferring religious problem-solving style involves waiting for God to
provide solutions rather than actively seeking solutions through personal agency.
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An example o f a typical statement from a Deferring individual is, “I let God
decide and waited for a sign from Him about what I should do” (Pargament et al.,
1988, p. 92). Research has shown that Deferring religious coping is positively
associated with reliance on external rules, beliefs, and authority in matters of
religion and a sense o f control by chance. The Deferring style is negatively
associated with competence (Pargament et al., 1988).
Pargament et al. (1988) point out that while more active problem-solving
styles may be generally more adaptive, the efficacy o f each problem-solving
styles for a specific coping situation may depend on the nature o f the stressor. For
example, when facing an uncontrollable stressor, such as illness or death o f a
loved one, an active, Self-Directing problem-solving style may be particularly
ineffective.
Present Study
The present study will examine the relationships between optimism,
pessimism, and coping styles (i.e. nonreligious and religious) in predicting mental
health. Specifically, the following questions will be addressed: (1) How do
optimism and pessimism relate to mental health? It is hypothesized that optimism
will be negatively correlated with depression and anxiety. In contrast, it is
hypothesized that pessimism will be positively correlated with depression and
anxiety. (2) Can optimism and pessimism predict the use o f nonreligious and
religious coping styles? It is hypothesized that optimism will be positively
correlated with active nonreligious coping (i.e. Active Coping and Planning) and
active religious coping (i.e. Self-Directing and Collaborative religious coping),
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whereas pessimism will be negatively correlated with these variables.
Furthermore, it is hypothesized that optimism will be negatively correlated with
avoidant nonreligious coping (i.e. Denial and Behavioral Disengagement) and
avoidant religious coping (Deferring religious coping), whereas pessimism will be
positively correlated with these variables. (3) Does coping mediate the
relationships between optimism, pessimism, and mental health? It is
hypothesized that both nonreligious and religious coping will mediate the
relationships between optimism and mental health (see Figure 1). It is also
hypothesized that both nonreligious and religious coping will mediate the
relationships between pessimism and mental health (see Figure 2).
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Active coping
(nonreligious and religious)

Optimism
Avoidant coping
(nonreligious and religious)

Optimism
Figure 1: Hypothesized model for how coping mediates the relationship between
optimism and mental health.
Active coping
(nonreligious and religious)

Pessimism

Mental health
(nonreligious and religious)

Pessimism

Mental health

Figure 2: Hypothesized model for how coping mediates the relationship between
pessimism and mental health.

CHAPTER II
METHOD

Participants
Participants consisted o f 110 church members recruited from Christian
churches in several Ohio cities. As shown in Table 1, participants’ religious
affiliations included Protestant (60.9%), Catholic (36.4%), and Other (1.8%).
One participant (.9%) did not indicate a religious affiliation. Ages o f the
participants ranged from 19 to 82 (M = 50.00, SD = 15.10). The sample was
predominately Caucasian (92.7%). Other races represented in the sample
included African-American (1.8%), American Indian (1.8%), Latino(a) (.9%), and
Other (2.7%). The majority o f participants were women (65.5%). The
participants’ level o f education ranged from high school or less (16.4%) to
graduate degree (33.6%), with a majority o f participants’ reporting that they had
attended at least some college (83.6%).
Measures
Participants completed a battery o f self-report questionnaires, including
measures o f demographic/background information, religiousness (Intrinsic
Religious Motivation Scale), optimism and pessimism (Extended Life Orientation
Test), nonreligious coping style (COPE), religious coping style (Religious
Problem-Solving Scale - short form), depression (Center for Epidemiological
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Table 1
Demographic/Background Characteristics o f Participants

Demographic
Variable

Range

N

%

Age (range = 19 to 82 years)

SD

50.00 15.10

Gender
Male
Female

38
72

34.5
65.5

Race
American Indian
African-American
Latino/a
Caucasian
Other

2
2
1
102
3

1.8
1.8
.9
92.7
2.7

Religious Affiliation
Protestant
Catholic
Other
Missing

67
40
2
1

60.9
36.4
1.8
.9

Education
Graduate degree
Bachelor’s degree
Associate’s degree/some college
High school or less

37
28
27
17

33.6
25.5
24.5
16.4

Intrinsic Religiousness

M

10-40

35.55 5.76
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Studies - Depressed Mood Scale), and anxiety (Clinical Anxiety Scale). These
measures are described below.
Demographic/Background Information. Participants completed a brief
questionnaire that included questions on age, gender, race, education level, and
religious affiliation (see Appendix A). This information was used to describe the
sample.
Religiousness. Religiousness was assessed using the Intrinsic Religious
Motivation Scale (Hoge, 1972; Appendix B), which measures one's level o f
internally motivated religiosity. The scale consists o f 10 Likert-type items, with
possible responses varying between 1 {Strongly disagree} to 4 {Strongly agree}.
The items on the Intrinsic Religious Motivation Scale are applicable to a wide
range o f religious groups. Sample items include, "One should seek God's
guidance when making every important decision," and "It doesn't matter so much
what I believe as long as I lead a moral life."
Cronbach's alpha for the Intrinsic Religious Motivation Scale is .84 (Hoge
& Carroll, 1978). Factor analysis o f the scale revealed a single-factor solution
(Hoge, 1972). Intrinsic Religious Motivation Scale scores were found to correlate
with ministers' judgments concerning the religious motivation o f church
members, suggesting convergent validity (Hoge, 1972). Hoge (1972) found that
the Intrinsic Religious Motivation Scale is positively correlated with other
measures o f intrinsic religiosity, including scales developed by Allport and Ross
(1967) and Feagin (1964). In addition, Benson et al. (1980) found that the
Intrinsic Religious Motivation Scale was one o f the best predictors o f altruistic
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acts, such as volunteering and solicitation for charities. Scores on this scale range
from 10 to 40, with higher overall scores indicating higher levels o f intrinsic
religiosity. In this study Cronbach’s alpha was .92.
Optimism and Pessimism. Optimism and pessimism was assessed using
the Extended Life Orientation Test (ELOT; Chang, et al., 1997; Appendix C).
The ELOT is comprised o f seven o f the eight items from the frequently used Life
Orientation Test (LOT; Scheier and Carver, 1985) and eight items from the
Optimism and Pessimism Scale (OPS; Dember, et al., 1989). The ELOT consists
o f 15 Likert-type items, with possible responses varying between 1 (Strongly
disagree) to 5 (Strongly agree). Factor analysis revealed a two-factor solution,
with both optimism (6 items) and pessimism (9 items) subscales. The Optimism
factor contains items pertaining to generalized positive expectancies. Sample
items include, “When I undertake something new, I expect to succeed,” and
“Where there’s a will, there’s a way.” The Pessimism factor contains items
pertaining to generalized negative expectancies. Sample items include, “If
something can go wrong for me, it will,” and “Better to expect defeat; then it
doesn’t hit so hard when it comes.”
Cronbach’s alpha is .77 for the Optimism factor and .89 for the Pessimism
factor (Chang, et al., 1997). The test-retest reliability over approximately six
weeks was .73 for the Optimism factor and .84 for the Pessimism factor (Chang,
et al., 1997). The optimism index has been positively associated with a measure
o f positive affectivity and negatively associated with negative affectivity (Chang,
et al., 1997). Alternatively, pessimism has been negatively associated with a
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measure o f positive affectivity and positively associated with negative affectivity
(Chang, et al., 1997). These results support the discriminant validity o f the ELOT
and the utility o f a bi-dimensional model o f optimism and pessimism. The
optimism index score ranges from 6 to 30, with higher scores indicating greater
optimism. The pessimism index score ranges from 9 to 45, with higher scores
indicating greater pessimism. In this study Cronbach’s alpha was .67 for the
Optimism factor and .84 for the Pessimism factor.
Nonreligious Coping Style. Nonreligious coping was assessed using the
COPE (Carver et al., 1989; Appendix D). The COPE was derived theoretically
from the belief that coping represents a stable preference, or disposition, rather
than a situationally-specific set o f responses.

The COPE is composed o f 14

subscales, which can be grouped into an adaptive coping cluster and an avoidant
coping cluster. For the purposes o f this study, two subscales from each cluster
were selected as representative of an active versus avoidant coping style.
Specifically, the Active Coping and Planning subscales were used to measure
active coping and the Denial and Behavioral Disengagement subscales were used
to measure avoidant coping.
Each o f the four selected subscales is composed o f four Likert-type items,
with possible responses varying between 1 (I usually d o n ’t do this at all) to 4 (/
usually do this a lot). Sample items from the Active Coping subscale include, “I
concentrate my efforts on doing something about it,” and “I do what has to be
done, one step at a time.” Sample items from the Planning subscale include, “I try
to come up with a strategy about what to do,” and “I make a plan o f action.”
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Sample items from the Denial subscale include, “I refuse to believe that this has
happened,” and “I say to myself ‘this isn’t real’.” Sample items from the
Behavioral Disengagement subscale include, “I give up the attempt to get what I
want,” and “I admit to m yself that I can’t deal with it, and quit trying.”
Cronbach’s alphas for the four selected subscales, (i.e. Active Coping,
Planning, Denial, and Behavioral Disengagement), range from .68 to .85 (Clark,
Bormann, Cropanzano, & James, 1995). The reported test-retest reliability o f two
samples after six to eight weeks ranged from .54 to .69 (Carver et al., 1989).
Subscales o f the COPE, such as Active Coping and Planning, have been
positively correlated with measures o f several conceptually related psychosocial
constructs such as self-esteem, and hardiness. Other COPE subscales, such as
Denial and Behavioral Disengagement, have been negatively correlated with self
esteem and hardiness and positively correlated with trait anxiety (Carver et al.,
1989). Clark et al. concluded that clusters o f subscales from the COPE
representing active and avoidant coping had adequate convergent and
discriminant validity. Scores on each o f the subscales range from 4 to 16, with
higher scores indicating a greater tendency to use the relevant coping activity
during periods o f stress. In this study Cronbach’s alpha for the four selected
subscales, (i.e. Active Coping, Planning, Denial, and Behavioral Disengagement),
ranged from .66 to .85.
Religious Coping Style. Religious coping and problem-solving style were
assessed with the short form o f the Religious Problem-Solving Scale (Pargament
et al., 1988; Appendix E). The Religious Problem-Solving Scale is composed o f
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three subscales: self-directing, collaborative, and deferring problem-solving
scales. The subscales were designed to distinguish between differing levels o f
personal initiative taken in problem-solving situations and the tendency to assign
responsibility to either self or God for solving problems. Factor analysis o f the
original (Pargament et al., 1988) and short form (Fox, Blanton, & Morris, 1998)
o f the Religious Problem-Solving Scale revealed a three-factor solution
corresponding to the three proposed subscales. Each subscale o f the short version
o f the Religious Problem-Solving Scale contains six Likert-type items, with
possible responses varying from 1 (Never) to 5 (Always). The self-directing scale
was designed to detect an active coping orientation and the humanistic belief that
people, rather than God, must bear the responsibility for solving problems.
Sample items include, “When faced with trouble, I deal with my feelings without
God’s help,” and “When I feel nervous or anxious, I calm m yself without relying
on God.” The collaborative subscale measures the degree to which one works
together with God as partners in dealing with life’s problems and stresses.
Sample items include, “When I have a problem, I talk to God about it and
together we decide what it means,” and “Together, God and I put plans into
action.” The deferring subscale measures the degree to which one passively
submits to an omnipotent God for help and fails to take active steps to solve
problems. Sample items include, “I do not think about different solutions to my
problems because God provides them for me,” and “When a situation makes me
anxious, I wait for God to take those feelings away.”
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Cronbach’s alpha was high for all three subscales o f the Religious
Problem-Solving Scale, with self-directing, collaborative, and deferring subscales
ranging from .91 to .94 (Pargament et al., 1988). Research on the short form has
found Cronbach's alphas for the subscales ranging from .84 to .93. (Fox et al.,
1998; Pargament et al., 1988). Test-retest reliability among college students after
one week ranged from .87 to .93 for the subscales o f the original scale (Pargament
et al., 1988). The three religious problem-solving styles, as measured by both the
original and short form o f the scale, have been associated with conceptually
related physical, psychological, psychosocial, and religious constructs, suggesting
that the scales measure what they were intended to measure. For example, the
self-directing, collaborative, and deferring styles have been differentially
associated with outcomes on measures o f physical and mental health, including
ability to concentrate, tension, amount o f sleep, occurrence o f illness, selfconfidence, self-appraisal, decreases in mood (Pargament, et al., 1990), anxiety
(Schaefer & Gorsuch, 1991), and non-religious and religious guilt (Kaiser, 1991).
The religious problem-solving styles are also differentially associated with
closeness to God, religious involvement, and spiritual growth. The range o f
scores for each o f the subscales o f the short form is 6 to 30, with higher scores
indicating a greater tendency to use the relevant religious problem-solving style.
In this study Cronbach’s alpha for the three subscales (i.e. self-directing,
collaborative, and deferring) ranged from .85 to .90.
Depression. The Center for Epidemiological Studies - Depressed Mood
Scale (CES - D) was used to assess depression (Radloff, 1977; Appendix F). The
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items o f the CES-D were selected from previously validated depression measures
such as the Zung Self-Rating Depression Scale (Zung SDS; Zung, 1965), Beck
Depression Inventory (BDI; Beck et al., 1961), and the Minnesota Multiphasic
Personality Inventory Depression Scale (MMPI-D; Hathaway & McKinley,
1943). The CES-D consists o f 20 Likert-type items, with possible responses
varying between 1 (Rarely or none o f the time) and 4 (Most or all o f the time).
Sample items include, “I felt that I could not shake the blues even with help from
my family and friends,” and “I had trouble keeping my mind on what I was
doing.” Factor analysis revealed four factors o f the CES-D, which have been
described as depressed affect, positive affect, somatic symptoms, and
interpersonal symptoms. However, consistent with the practice o f several other
researchers, all items on the CES-D will be summed to obtain a total depression
score.
Radloff (1977) reported Cronbach’s alpha as .85 for the general
population and .90 for the psychiatric population. Test-retest reliability o f the
CES-D ranges from .49 to .60 after one month (Roberts, Andrews, Lewinsohn, &
Hops, 1990), .51 to .67 after two to eight weeks, and .32 to .54 after three to 12
months (Radloff, 1977). Radloff (1977) and other researchers have found CES-D
scores correlate highly with both clinician-rating depression measures, such as the
Hamilton Rating Scale for Depression (Ham-D; Hamilton, 1960), and self-report
measures, such as the BDI (Berndt, 1990, as cited in Schutte & Malouff, 1995)
and SCL-90 depression subscale (Weissman, Sholomskas, Pottenger, Prusoff, &
Locke, 1977). These findings suggest the CES-D has good convergent validity.
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In addition, CES-D scores discriminate well between depressed psychiatric
inpatients and the general population (Radioff, 1977), depressed outpatients and
the general population, and among levels o f severity among patient groups
(Weissman et al., 1977). Scores on the CES - D range from 20 to 80, with higher
scores indicating greater depression. In this study Cronbach’s alpha was .89.
Anxiety. The Clinical Anxiety Scale (CAS) was used to assess anxiety
(Hudson, 1992; Westhuis & Thyer, 1989; Appendix G). The CAS was designed
to measure the amount, degree, or severity o f clinical anxiety reported by the
respondent.

The items o f the CAS were largely based on the diagnostic criteria

o f the DSM-III for anxiety disorders. The CAS consists o f 25 Likert-type items,
with possible responses varying between 1 {Rarely or none o f the time) and 5
{Most or all o f the time). Sample items include, “I feel relaxed and in control of
myself,” and “I experience sudden attacks o f panic which catch me by surprise.”
Cronbach's alpha for the CAS is .94 (Westhuis & Thyer, 1989). Testretest reliability o f the CAS after two weeks ranges from .64 to .74 (Westhuis &
Thyer, 1989). CAS scores discriminate well between anxious and non-anxious
criterion groups. In addition, CAS scores differentiate between anxious and nonanxious criterion groups more effectively than measures o f unrelated concepts,
suggesting good discriminant validity (Westhuis & Thyer, 1989). Scores on the
CAS are transformed by reverse scoring certain items, summing all scores, and
subtracting by 25. This transformation produces scores that range from 0 to 100
with higher scores indicating greater amounts o f anxiety. In this study
Cronbach’s alpha was .80.
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Procedure
Participants consisted o f 110 church members recruited from Christian
churches in several Ohio cities. Some churches were selected due to their close
proximity to the researcher. Other churches were selected because the researcher
had personal contacts with members o f the church. Individuals who were at least
18 years o f age were included in the sample. The researcher provided
questionnaires to leaders o f small groups o f church members who volunteered to
participate. Church members in the small groups, such as Bible-study groups,
were provided with questionnaires at group meetings. A cover letter and
informed consent form explained that participation in the study was voluntary and
that the participants could withdraw at any time (Appendix H). Each participant
was asked to sign his/her name on the informed consent form indicating
willingness to participate (Appendix I). Confidentiality was maintained by
assigning each participant a code number. Participants were told not to write their
names on questionnaires. A debriefing letter was included in the questionnaire
packet (Appendix J). Participants were instructed to complete surveys at home
and to return completed questionnaires to the researcher via enclosed postage-paid
envelopes.
Participants were randomly assigned to complete one o f two versions o f
the questionnaire, differing only in the order in which the instruments were
presented. The first version contained surveys in the following order:
demographics, optimism and pessimism, nonreligious coping, religious coping,
and mental health. The second version contained surveys in the following order:
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demographics, mental health, religious coping, nonreligious coping, and optimism
and pessimism. This helped minimize the possibility that study results were due
to the order in which questionnaires were presented.

CHAPTER III
RESULTS

The results section will be presented as follows. First, preliminary
analyses will be presented. Specifically, correlations (for continuous
demographic/background variables) and ANOVAs (for categorical
demographic/background variables) were computed to determine the relationship
between demographic/background variables and mental health measures.
Correlations and ANOVAs were also computed to determine the relationship
between demographic/background variables and coping measures. Additionally,
intercorrelations were computed between optimism and pessimism, between all
coping measures (nonreligious and religious), and between the mental health
measures (anxiety, depression). Next, the results o f major study questions will be
presented. To begin, the relationships between optimism, pessimism, and mental
health will be examined. This will be followed by an examination o f whether
optimism predicts mental health beyond pessimism and vice versa. Next, the
relationships between optimism, pessimism, and coping activities will be
presented. Finally, coping as a mediator o f the relationships between optimism,
pessimism, and mental health will be examined.
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Preliminary Analyses
The means, standard deviations, and Cronbach alphas for all study
measures are summarized in Table 2.
Relationships between demographic/background variables and mental
health. Correlations were computed between continuous
demographic/background variables (age, religiousness) and mental health
variables (anxiety, depression). As shown in Table 3, there were no significant
relationships between continuous demographic/background variables and mental
health variables.
ANOVAs were computed on each categorical demographic/background
variable (gender, religious affiliation, education) to determine if they were related
to the mental health variables. Race was not included in these analyses due to the
general lack o f representation within the sample o f groups other than Caucasian.
As shown in Table 4, there were no significant differences between genders,
religious affiliations, or education levels on either anxiety or depression.
Relationships between demographic/background variables and coping
variables. Correlations between the continuous demographic/background
variables (age, religiousness) and coping variables (active coping, planning,
denial, behavioral disengagement, collaborative religious coping, deferring
religious coping, self-directing religious coping) are summarized in Table 5. Age
was positively correlated with active coping (r = .19, p < .05) and collaborative
religious coping (r = .20, p < .05). Religiousness was positively correlated with
collaborative religious coping (r = A 1 ,p < .01) and deferring religious coping
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Table 2
Descriptive Statistics and Cronbach’s Alphas o f Study Variables

Study Variable Possible Range

M

SD

Alpha

Optimism / Pessimism
Optimism

6-30

23.90

2.96

.67

Pessimism

9-45

15.89

4.78

.84

Anxiety

0-100

34.55

7.28

.80

Depression

20-80

28.11

8.05

.89

Active Coping

4-16

13.35

2.25

.66

Planning

4-16

14.01

2.31

.81

Denial

4-16

5.28

2.22

.85

Behav. Disengage. 4-16

6.22

2.18

.71

Mental Health

Nonreligious Coping

Religious Coping
Collaborative

6-30

21.33

4.88

.90

Deferring

6-30

16.46

4.68

.85

Self-Directing

6-30

12.89

4.66

.89
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Table 3
Correlations Between Continuous Demographic/Background Variables and
Mental Health Variables

Demographic
Variable

Anxiety

Age

-.11

-.19

Intrinsic Religiousness

-.14

-.09

Depression

* p< .05 **p < .01 ***p < .001

Table 4
ANOVAs fo r Categorical Demographic/Background Variables and Mental Health
Variables

F-values
Demographic
Variable

Anxiety

Depression

Gender

.58

1.99

Religious Affiliation

.27

.03

Education

.14

.83
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Table 5
Correlations Between Continuous Demographic/Background Variables and
Coping Variables

Age

Intrinsic Religiousness

Active Coping

.19*

.07

Planning

.17

.01

-.08

-.16

.10

.07

Collaborative

.20*

47**

Deferring

.15

.35**

-.18

-.51**

Coping Variable

Nonreligious Coping

Denial
Behav. Disengage.
Religious Coping

Self-Directing

*p< .05. * * p < .01.
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(r =.35, p < .01). Religiousness was negatively correlated with self-directing
religious coping (r = -.51 ,P < .01). Consequently, the effects o f age were
controlled for in subsequent analyses involving active coping and collaborative
religious coping and the effects o f religiousness were controlled for in subsequent
analyses involving all types o f religious coping.
ANOVAs were computed on each categorical demographic/background
variable to determine if there were significant differences between genders,
religious affiliations, or education levels on the coping variables (Table 6). There
were significant differences between genders on collaborative religious coping, F
(1, 108) = 6.24,/? < .05, with females (M = 22.15, SD = 4.03) scoring higher than
males (M = 19.76, SD = 5.93). Similarly, females (M = 17.38, SD = 4.67) scored
higher than males (M = 14.74, SD = 4.22) on deferring religious coping, F (1,
108) = 8.46, p < .01. In addition, there were significant differences between
genders on self-directing religious coping, F (1, 108) = 6.58, p < .05, with males
(M = 14.42, SD - 5.62) scoring higher than females (M = 12.08, SD = 3.87).
There were significant differences between levels o f education on planning, F (3,
105) = 2.89, p < .05. However, Scheffe contrasts revealed no significant
differences between means o f levels o f education. In addition, there were
significant differences between levels o f education on deferring religious coping,
F (3, 106) = 3.51,7? < .05. Scheffe contrasts revealed that participants with a high
school education (M = 19.17, SD = 6.51) scored significantly higher than
participants with a graduate degree (M = 14.97, SD = 3.09). Thus, gender was
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Table 6
ANOVAs fo r Categorical Demographic/Background Variables and Coping
Variables

F-values
Coping
Variable

Gender

Religious Affiliation

Education

Nonreligious Coping
Active Coping

.02

.01

2.02

Planning

.53

.29

2.89*

Denial

.01

.01

.29

2.28

.40

.81

Collaborative

6.24*

3.73

.20

Deferring

8.46**

3.89

3.51*

Self-Directing

6.58*

1.52

.45

Behav. Disengage.
Religious Coping

*p < .05. **p < .01.
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controlled for in subsequent analyses involving all measures o f religious coping.
Education was controlled for in subsequent analyses involving deferring religious
coping.
Intercorrelations within classes o f measures. A bivariate correlation was
computed between optimism and pessimism. As expected, optimism was
negatively correlated with pessimism (r = -.37, p < .01). Similarly, a bivariate
correlation was computed between anxiety and depression. As expected, anxiety
was positively correlated with depression (r = .63, p < .01).
Correlations between coping measures were computed. As shown in
Table 7, there were several significant correlations between coping measures in
the expected direction, with absolute values ranging from .20 to .71. Nonreligious
active coping measures (active coping, planning) were negatively correlated with
nonreligious avoidant coping measures (denial, behavioral disengagement).
Collaborative religious coping was positively correlated with planning (r = .20, p
< .05) as expected. However, collaborative religious coping was positively
correlated with deferring religious coping (r = .61, p < .01), an avoidant coping
measure, and negatively correlated with self-directing religious coping (r = -.68, p
< .01), an active coping measure. Deferring religious coping was negatively
correlated with self-directing religious coping (r = -.41, p < .01) as expected.
Interestingly, self-directing religious coping, an active coping measure, was
positively correlated with denial (r = .28, p < .01).

Table 7
Correlations Between Coping Measures

Coping Measure

1

2

3

Nonreligious Coping
1. Active Coping

.71**

-.33**

2. Planning

—

-.37**

3. Denial
4. Behav. Disengage.
Religious Coping
5. Collaborative
6. Deferring
7. Self-Directing

*p<.Q5. * * p < .01.

—

4

5

6

7

-.39**

.10

-.17

-.05

-.32**

.20*

-.05

-.11

.51**
—

-.15

-.02

.28**

.09

.16

—

.61**

-.68**

—

-.41**

.01

—
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Testing fo r mediation o f the relationship between two variables.
According to Baron and Kenny (1986) a variable functions as a mediator to the
extent that it accounts for the relationship between a predictor variable and a
criterion variable. Baron and Kenny suggest that the following series o f
regression models should be estimated in order to test for the preconditions o f
mediation: 1) the dependent variable (DV) needs to be related to the independent
variable (IV); 2) the mediator needs to be related to the IV; 3) the DV needs to be
related to the mediator when controlling for the IV. Step 4 is two-fold: if the
preconditions o f mediation (steps 1-3) are met and the effect o f the IV on the DV
controlling for the mediator is zero, complete mediation is indicated; if the
preconditions o f mediation are met but the effect o f the IV on the DV controlling
for the mediator is not zero, partial mediation is indicated. If a proposed mediator
satisfies the prerequisites o f partial mediation, an approximate significance test
designed by Sobel (1982) can be used to determine the magnitude o f partial
mediation.
Testing the prerequisites fo r mediation o f the relationships between
optimism, pessimism, and mental health. Before testing for mediation, we
conducted analyses to determine whether the proposed mediators, (i.e., coping
variables) met the preconditions for mediation. The first two preconditions (i.e.,
does the IV relate to the DV; does the IV relate to the proposed mediator) are also
major study questions. Thus, the results o f these analyses will be presented in the
next section.
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To evaluate the third precondition o f mediation (i.e., does the mediator
relate to the DV when controlling for the IV) we computed two series o f
regression equations. First, using the mental health variables (anxiety,
depression) as the criterion variables, we entered optimism and each coping
variable as the predictors (Table 8). Next, we entered each mental health variable
as the criterion and pessimism and each coping variable as the predictors (Table
9). Consistent with hypotheses, when optimism was a predictor, all nonreligious
coping variables (active coping,

p= -.20, p

< .05; planning, P = -.18,/? < .05;

denial, P = .35, p < .01; behavioral disengagement,

p= .20,p

< .05) and self

directing religious coping (P = .19,/? < .05) were significant predictors of
depression. However, contrary to hypothesis, only denial significantly predicted
anxiety

(P = .25, p

< .01) (Table 8). Also contrary to hypothesis, only planning (P

= -•20,/? < .05) and denial

(P= .27,/? < .01) were significant predictors o f

depression. No coping variables were significant predictors o f anxiety when
pessimism was a predictor (Table 9).
Analyses o f Major Study Questions
Relationships between optimism, pessimism, and mental health. In order
to test whether optimism and pessimism relate to mental health, we computed
bivariate correlations between these variables (see Table 10). Consistent with
hypotheses, optimism was negatively correlated with anxiety (r = -.44,/? < .01)
and depression (r = -.32, p < .01). Also, consistent with hypotheses, pessimism
was positively correlated with anxiety (r = A 3 ,p < .01) and depression (r = .35, p
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Table 8
Simultaneous Regression o f Mental Health Variables on Optimism and Coping
Variables

P (Betas)
Coping Variable Anxiety

Depression

Nonreligious Coping
Active Coping

-.17

-.20*

Planning

-.02

-.18*

Denial

.25**

Behav. Disengage . .16

.35**
.20*

Religious Coping
Collaborative

-.03

-.12

Deferring

-.05

-.08

Self Directing

.13

.19*

Note. As suggested by Baron & Kenny, optimism was included as a predictor in
all regression analyses. For analyses in which anxiety was a predictor, beta values
for optimism ranged from -.43 to -.41. For analyses in which depression was a
predictor, beta values for optimism ranged from -.35 to -.29.
*p< .05. **p< .01.
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Table 9
Simultaneous Regression o f Mental Health Variables on Pessimism and Coping
Variables

P (Betas)
Coping Variable

Anxiety

Depression

Nonreligious Coping
Active Coping

-.17

-.18

Planning

-.06

-.20*

Denial

.15

Behav. Disengage . .13

27**
.17

Religious Coping
Collaborative
Deferring
Self Directing

.06

-.05

-.05

-.08

.01

.10

Note. As suggested by Baron & Kenny, pessimism was included as a predictor in
all regression analyses. For analyses in which anxiety was a predictor, beta values
for pessimism ranged from .39 to .44. For analyses in which depression was a
predictor, beta values for pessimism ranged from .30 to .34.
*p < .05. **p < .01.
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Table 10
Correlations Between Dispositional Variables and Mental Health Variables

Variable

Anxiety

Depression

Optimism

_ 44**

-.32**

Pessimism

.43**

.35**

Note. No demographic/background variables were controlled for in these analyses
because none were significantly related to the mental health measures.
* * p < .0 1 .
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< .01). Therefore both optimism and pessimism are related to both anxiety and
depression in the expected directions.
In order to determine whether optimism predicted mental health beyond
pessimism and vice versa, we computed a series o f hierarchical multiple
regression equations. Specifically, we entered pessimism in the first step and
optimism in the second step. As shown in Table 11, optimism predicted both
anxiety (7?2A = .09,p < .001) and depression (7?2A = .04,/? < .05) beyond
pessimism. Similarly, as shown in Table 12, pessimism predicted both anxiety (7?
2A = .08,/? < .01) and depression (7?2A = .06, p < .01) beyond optimism. Thus,
optimism provides incremental predictive power beyond pessimism and vice
versa.
Relationships between optimism, pessimism, and coping measures. In
order to test whether optimism and/or pessimism are related to the coping
variables, our proposed mediators, we computed bivariate correlations between
optimism, pessimism, and all coping variables (see Table 13). Active coping was
negatively correlated with pessimism (r = -.23, p < .05). In addition, contrary to
hypothesis, pessimism was positively correlated with self-directing religious
coping (r = .38,p < .01) and negatively correlated with collaborative religious
coping (r = -.31 ,p < .01). Optimism and pessimism did not relate to the other
coping variables. We also computed partial correlations between optimism,
pessimism, and all coping variables, controlling for demographic/background
variables when appropriate. As noted in Table 13, results were similar to the
bivariate correlation analyses.
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Table 11
Hierarchical Multiple Regression Analyses (with Betas) Examining the Prediction
o f Anxiety and Depression by Pessimism (Step 1) and Optimism (Step 2)

Depression

Anxiety

P

R2A

P

R2A

Pessimism

.30**

—

.26**

—

Optimism

.32***

Variable

Step 1

Step 2
09***

-.22*

.04*

Note. The R2A o f step 2 represents a unique, significant contribution o f optimism
to the prediction o f anxiety and depression beyond pessimism.
*p < .05. **p < .01. ***p < .001.
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Table 12
Hierarchical Multiple Regression Analyses (with Betas) Examining the Prediction
o f Anxiety and Depression by Optimism (Step 1) and Pessimism (Step 2)

Anxiety
Variable

P

Depression
R2A

P

R2A

Step 1
Optimism

.22***

Pessimism

.30**

—

-.22*

—

Step 2
.08**

.26**

.06**

Note. The R A of step 2 represents a unique, significant contribution o f pessimism
to the prediction o f anxiety and depression beyond optimism.
**p < .01. ***p < .001.
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Table 13
Bivariate Correlations Between Optimism/Pessimism and Coping Variables

Optimism

Coping Variable

Pessimism

Nonreligious Coping
Active Coping

.18

-.23*

Planning

.15

-.09

Denial

.07

.17

-.13

.18

Behav. Disengage.

Religious Coping
Collaborative

.11

-.31**

Deferring

.11

-.11

Self Directing

-.08

.38**

Note. Partial correlations were also computed to examine the relationships
between optimism, pessimism, and coping variables when controlling for
demographic/background variables. Resulsts were generally the same as the
bivariate correlaton analyses.
* p < .05. * * p < .01.
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Coping as a mediator o f the relationships between optimism, pessimism,
and mental health. We determined that one coping variable, active coping, met
the prerequisites o f a possible mediator o f the relationship between optimism and
depression.
Thus, we used a significance test by Sobel (1982) to test the optimismactive coping-depression mediation pathway. Although the Sobel test o f this
pathway was not significant, there is evidence that active coping partially
mediates the relationship between optimism and depression because the first three
conditions for establishing mediation were met (see Baron & Kenny, 1986).

CHAPTER IV
DISCUSSION

Major Study Questions
Relationships between optimism, pessimism, and mental health. Results
supported the hypothesized relationships between optimism, pessimism, and
mental health. Consistent with hypotheses, optimism was negatively correlated
with anxiety and depression. Previous studies also have found that optimism is
negatively correlated with anxiety (e.g., Alloy et al. 2000; Park et al., 1997) and
depression (e.g., Chang, 1998a; Cozzarelli, 1993; Scheier et al., 1989). Also,
consistent with hypotheses, pessimism was positively correlated with anxiety and
depression. Similarly, previous research has found that pessimism is positively
correlated with anxiety (e.g., Bromberger & Matthews, 1996), depression (e.g.,
Abramson et al. 1998, Bromberger & Matthews, 1996), and suicidality (e.g., Beck
et al., 1993, Joiner & Rudd, 1995). In view o f these findings, mental health
practitioners may want to explore the characteristic attributions clients make when
confronted with stressful life circumstances.
We also found that optimism predicts mental health beyond pessimism
and vice versa. This finding, combined with ELOT factor analytic results
reported by other researchers, provides support for the possibility that optimism
and pessimism are partially independent factors, rather than opposite poles o f a
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unidimensional construct (Chang et al., 1994, 1997; Marshall et al., 1992). The
partial independence o f optimism and pessimism has implications for mental
health practitioners. For example, in the case o f therapy with a depressed client
who possesses both high optimism and high pessimism within a certain domain
(e.g., the person expects to get a raise, but also expects his/her boss to disapprove
o f his/her performance), the therapist may be most effective by facilitating
realistic optimistic thoughts while at the same time challenging unrealistic
pessimistic thoughts. In other words, the therapist should not assume that
reducing pessimism would necessarily result in increased optimism.
Relationships between optimism, pessimism, and nonreligious coping
measures. Results provided limited support for the hypothesized relationships
between optimism, pessimism, and nonreligious coping measures. Consistent with
hypotheses, active coping was positively correlated with optimism and negatively
correlated with pessimism. Similarly, other researchers have found that optimism
is related to active coping (e.g., Aspinwall & Taylor, 1992; Carver et al., 1989;
Scheier et al., 1986, 1989; Strutton & Lumpkin, 1992; Taylor et al., 1992).
However, contrary to hypotheses and the finding o f other researchers (e.g., Carver
et al., 1989; Scheier et al., 1986, 1989; Strutton & Lumpkin, 1992; Taylor et al.,
1992), none of the nonreligious avoidant coping measures were related to
optimism or pessimism.
Differences in the characteristics o f this sample might partly explain why
our findings were inconsistent with previous research. Perhaps well-educated,
middle-aged Caucasian Christians may cope with distress differently than other

61
groups. A more heterogeneous sample or a clinical sample, as opposed to a
community sample, may have yielded a different pattern o f relationships between
dispositional variables and coping variables. In addition, the absence o f acute or
chronic stress in participants’ lives at the time o f data collection may have altered
participants’ perceptions o f their reliance on various coping resources. If
participants had been recruited from a medical population and were awaiting
painful or dangerous surgery, it is possible that coping resources that could
provide comfort or security may have been more salient. Using the same
example, the presence o f an uncontrollable stressor, such as potentially impending
death o f a spouse, may have led to a different pattern o f response from study
participants.
It is also possible that significant relationships were not detected due to
restriction o f range. For example, the obtained means for nonreligious coping
styles as assessed by the COPE (Carver et al., 1989), with a possible range o f 4 to
16, were as follows: active coping - 13.35 (SD = 2.25); planning - 14.01 (SD =
2.31); denial - 5.28 (SD - 2.22); behavioral disengagement - 6.22 (SD = 2.18).
These values suggest possible ceiling and floor effects for some variables which
would make it difficult to achieve significant findings.
Some authors have suggested that it may be important to distinguish
between a person’s trait-like, dispositional optimism and optimism within
particular domains or situations because the two measures o f optimism can vary
(e.g., Fincham, 2000, Taylor et al., 1992). Furthermore, situational optimism
within different domains, for example, an achievement-related domain versus an
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interpersonal domain, can vary. Empirical evidence for the differentiation o f
global and specific optimism or pessimism is mixed (e.g., Homeffer & Fincham,
1996; Metalsky et al., 1987). Using a measure o f situational optimism or
pessimism may have changed the associations between optimism, pessimism, and
reported coping strategy utilization in our study.
Relationships between optimism, pessimism, and religious coping
measures. Results also provided limited support for the hypothesized relationships
between optimism, pessimism, and religious coping measures. Interestingly, selfdirecting religious coping was positively correlated with pessimism. In fact, other
researchers have shown that self-directing religious coping is related to other
negative constructs, such as extrinsic religiousness, anxiety, and “false” and
“worthless” god concepts (Schaefer & Gorsuch, 1991), and negatively correlated
with measures o f religiousness including frequency o f church attendance and
frequency o f prayer (Pargament et al., 1988). To our knowledge, our study is the
first to examine the relationships between Pargament’s religious coping styles,
optimism, and pessimism.
Surprisingly, none o f the other religious coping measures were related to
optimism and pessimism. This contrasts with other studies that have found a
positive relationship between religious coping and level o f optimism in a variety
o f populations, including college students (Haiju & Bolen, 1998), older adults
(Gall, 2003), women with breast cancer (Gall, 2000), and patients awaiting
surgery (Krohne, de Bruin, El-Giamal, Schmukle, 2000). In addition, Ai,
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Peterson, and Huang (2003) found that positive religious coping predicted
optimism among adult Muslim refugees from Kosovo and Bosnia.
Although optimism and pessimism were not related to religious coping as
expected, additional research with other populations is needed before firm
conclusions can be drawn. Participants in this sample, who were recruited from
churches, likely utilize religious coping to a higher degree than the general
population. Thus, there may have been restriction o f range on religious coping
variables. For example, the obtained mean for collaborative coping in this study
was 21.33 with a possible range o f 6 to 30. In contrast, the obtained mean for
self-directing coping was 12.89 with a possible range o f 6 to 30.
Coping as a mediator o f the relationships between optimism, pessimism,
and mental health. Results o f our study did not support the hypothesis that
nonreligious and religious coping mediates the relationships between optimism,
pessimism, and mental health. In fact, most o f the variables did not meet the
preconditions necessary to examine mediation. One exception was that active
coping partially mediated the relationship between optimism and depression.
Previous research on coping as a potential mediator o f the relationship between
optimism/pessimism and mental health has been mixed. Aspinwall and Taylor
(1992) found that coping mediates the relationships o f optimism, control and self
esteem on adjustment to college. In addition, Carver et al. (1993) reported that
coping mediates the relationship between optimism and adjustment when
individuals undergo early-stage breast cancer surgery. A study by Major et al.
(1998) showed that coping (pre-abortion appraisals and post-abortion coping)
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mediated the relationship between pre-abortion resilience (including optimism,
self-esteem, and perceived control) and post-abortion adaptation. Cozzarelli
(1993) also explored the interaction o f personality variables, coping strategies,
and adjustment following abortion. Although Cozzarelli investigated selfefficacy for coping as a mediator as opposed to coping behaviors per se, she
found evidence that self efficacy for coping mediated the effects o f optimism and
other resilience variables on post-abortion adjustment.
In contrast to the previously summarized studies, Taylor et al. (1992) did
not find evidence for coping as a mediator o f the relationship between
dispositional or situational optimism and distress. Taylor et al. (1992) measured
distress, dispositional optimism, and situational optimism in a sample o f HIV
seropositive and seronegative gay and bisexual men. “AIDS-specific optimism,”
situational optimism related to whether HIV seropositive men would develop
AIDS, was the measure o f situational coping in the study. In addition, Scheier et
al. (1989) generally did not find evidence that optimism acted on adjustment
indirectly through coping in a longitudinal study o f men undergoing coronary
artery bypass surgery.
It is important to note that there are many other variables that may mediate
the relationships between optimism, pessimism, and mental health. For example,
several studies have investigated social support as a mediator o f the effect of
optimism on adjustment following traumatic stress (e.g., Dougall et al., 2001;
Uchino, Cacioppo, & Kiecolt-Glaser, 1996). Dougall et al. (2001) found that
social support mediated the relationship between optimism and post-traumatic
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distress two months post-trauma. Another variable that has been studied as a
potential mediator is self-efficacy. In a study involving women who had
undergone an abortion, Cozzarelli (1993) found that increased self-efficacy for
coping mediated the effects o f optimism on both immediate and three-week post
abortion psychological adjustment. Aspinwall and Taylor (1992) found that self
esteem and beliefs about personal control mediated the effects o f optimism on
adjustment to college in a sample o f undergraduates. Alternatively, Park et al.
(1997) demonstrated that “constructive thinking,” defined as the ability to think
and solve everyday problems with a minimum cost o f stress, mediated the effects
o f optimism on anxiety and substance use during pregnancy. Given these varied
findings, more research is needed in order to determine if these or other variables
mediate the relationships between optimism, pessimism, and mental health.
Study Limitations.
When interpreting the results of this study, several limitations should be
considered. First, this sample is not representative o f the general population,
which may limit the generalizabilty o f the results. The sample was predominately
Caucasian (92.7%), most participants reported they had attended some college
(83.6%), the average age o f the sample was 50 years, and a majority of
participants were women (65.5%). It is possible that participants with different
demographic characteristics might utilize different nonreligious and/or religious
coping styles. In addition, all participants were attendees o f Christian churches in
Ohio; the majority o f whom identified themselves as Protestant (60.9%). There is
tremendous diversity within different denominations o f the Christian faith and this
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study employed a convenience rather than a representative sample. Furthermore,
participants were recruited from small Bible study or “Sunday school” groups on
church premises immediately prior to Sunday morning worship services. It is
unknown how these participants may differ from other members o f the church.
The exclusive use o f self-report questionnaires for data collection is
another study limitation. While self-report questionnaires provide important
insight into the subjective perceptions o f participants, the possibility exists that
participant responses are due to demand characteristics. This may be especially
relevant in studies about psychological distress and coping as participants may be
motivated to present themselves in a favorable manner or may be inaccurate in
reporting the ways they characteristically deal with hardship. In this study,
honesty was encouraged by keeping responses confidential and by asking
participants not to include their names on the surveys. Future research on coping
might consider incorporating observer report into the study design. One way to
incorporate observer report in studies o f coping is to ask friends or family
members o f participants to complete questionnaires on the participants’ coping
behaviors. Researchers could then compare the observers’ responses with the
participants’ reported thoughts, feelings, and behaviors as they relate to coping.
In studies o f religious coping, researchers could ask pastors to complete
questionnaires on the participants’ religious coping behaviors.
Summary and Implications fo r Mental Health Treatment.
Additional research is needed regarding how optimism and pessimism
relate to mental health. In fact, research has shown that an optimistic or
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pessimistic explanatory style may represent a cognitive trait amenable to
therapeutic change. Research has shown that cognitive therapy techniques can be
used by mental health practitioners to help a client become more optimistic or less
pessimistic. Many studies have explored the effects o f cognitive-behavioral
therapy and Beck’s cognitive therapy (Beck, Rush, Shaw, & Emery, 1979) on
depression as related to optimism and pessimism. There is considerable evidence
that cognitive-behavioral therapy effectively treats depression in adults by
modifying explanatory style and increasing optimism (e.g., Beck, Hollon, Young,
Bedrosian, & Budenz, 1985; DeRubeis & Hollon, 1995; Ilardi, Craighead, &
Evans, 1997; Seligman et al., 1988). Thus, mental health practitioners may
consider using cognitive-behavioral therapy in the treatment o f pessimistic,
depressed clients in light o f the evidence that changes in explanatory style can
change a person’s level o f optimism or pessimism and decrease depression.
Practitioners may need to consider cultural and demographic factors when
choosing cognitive therapy techniques to combat depression via optimism or
pessimism. There is some evidence for a culture-based difference in the efficacy
o f targeting optimism versus pessimism in the treatment o f depression: Asians
may benefit more from increasing optimism, while Caucasians may benefit more
from decreasing pessimism (Chang, 1996).
Mental health practitioners may also be well-served to consider the
important role o f optimism and pessimism for individuals who are dealing with
recent trauma or loss in therapy. Therapists may encourage their clients to cope
with bereavement, for example, the loss o f a loved one, by trying to find
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something positive in the loss experience. Nolen-Hoeksema (2000) summarizes
several studies showing that finding meaning or something positive in a trauma or
loss is associated with positive adjustment (e.g., Aldwin, Levenson, & Spiro,
1994; McIntosh, Silver, & Wortman, 1993). Davis, Nolen-Hoeksema, and Larson
(1999) found that dispositional optimism predicted the ability to find something
positive in loss better than any o f their other study or demographic variables.
Thus, mental health practitioners may consider assessing the level o f optimism o f
clients who are dealing with trauma or loss in therapy as a first step in
conceptualizing a treatment plan in view o f the client’s coping resources.
Suggestions fo r Future Research
Although our study addressed several important questions, additional
questions remain regarding the relationships between optimism, pessimism, and
mental health. For example, research is needed to determine if there are
conditions in which coping mediates the association between optimism and
adjustment, and other conditions in which coping is not a mediator. For example,
a form o f nonreligious coping may be a mediator when an individual faces a
controllable stressor, but not when the individual is confronted with an
uncontrollable stressor, like a hurricane. Alternatively, coping may be a mediator
when the stressful situation involves people o f a certain age range or
socioeconomic group, but not other groups.
Furthermore, it is unclear how best to incorporate therapeutic interventions
designed to facilitate change in dispositional (or situational) optimism or
pessimism. Pretzer & Walsh (2000) suggest several unanswered questions
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regarding therapeutic attempts to promote change in a client’s level o f optimism
or pessimism. For example, it is unclear if a goal o f therapy should be increased
optimism, or more realistic thinking. Is changing optimism, for example, which
may be indirectly related to a client’s immediate depressive symptoms, worth the
therapeutic effort? Also, it is unclear if it would be beneficial for some highly
anxious clients, for example, clients with an intense fear o f public speaking, to
learn to manage their anxiety through defensive pessimism - in other words,
should we teach some clients to be more pessimistic? In addition, if a therapist
and client successfully collaborate in changing the client’s level o f optimism or
pessimism, the duration o f these therapeutic changes is unclear. Lastly, the risks
o f therapeutically altering a person’s attributional style are unknown; For
example, if a client is confronted with acute stress outside o f therapy, is too much
optimism risky?

APPENDIX A
Demographics
1.

Age:

2.

Sex:

3.

Race:

Female
(0)

Male

(1)
American Indian

Asian or Pacific Islander
(2)

(1)

Latino(a)

African American
W

(4)
Other (please specify)

Caucasian

(6)

(5)
4.

Religious affiliation:
____ Protestant
(1)
Other (please specify)

Catholic
(2)
(3)

4a.

Specific religious denomination (if relevant):

5.

What is the highest level o f education you have obtained?
_ Graduate degree
___ Bachelor's degree
(1)
(2)
_ Associate's degree/some c o lleg e___ High school or less
(3)
(4)
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APPENDIX B
Intrinsic Religious Motivation Scale
Please use the following scale to indicate your response to each statement listed
below:
1=
2=
3=
4=

Strongly disagree
Moderately disagree
Moderately agree
Strongly agree

___ _ 1. My faith involves all o f my life.
____ 2. One should seek God's guidance when making every important decision.
____ 3. In my life I experience the presence o f the Divine.
____ 4. My faith sometimes restricts my actions.
____ 5. Nothing is as important to me as serving God as best I know how.
____ 6 . 1 try hard to carry my religion over into all my other dealings in life.
____ 7. My religious beliefs are what really lie behind my whole approach to life.
____ 8. It doesn't matter too much what I believe as long as I live a moral life.
____ 9. Although I am a religious person, I refuse to let religious considerations
influence my everyday affairs.
____ 10. Although I believe in my religion, I feel there are many more important
things in my life.
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APPENDIX C
Extended Life Orientation Test (ELOT)
Please indicate your response to each statement by circling the appropriate
number.
Strongly Agree Neutral Disagree Strongly
Agree
Disagree
1
1. It is best not to get your hopes too high
since you will probably be disappointed.
2. In uncertain times, I usually expect
the best.
3. Rarely do I expect good things to happen.

5

4

3

2

1

4. If something can go wrong for me, it will.

5

4

3

2

1

5 . 1 always look on the bright side o f things.

5

4

3

2

1

6. I’m always optimistic about my future.

5

4

3

2

1

4

3

2

1

4

3

2

1

3

7 . 1 hardly ever expect things to go my way.

5

8. When I undertake something new, I
expect to succeed.

5

9. Things never work out the way I want
them to.

5

4

10. If I make a decision on my own, I can
pretty much count on the fact that it will
turn out to be a poor one.

5

4

4

11. Where there’s a will, there’s a way.
1 2 .1 rarely count on good things happening
to me.

5
5

4

2

1

3

2

1

3

2

1

2

1

3
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Strongly Agree Neutral Disagree Strongly
Agree
Disagree

13. Better to expect defeat: then it doesn’t hit 5
so hard when it comes.

4

14. In general, things turn out all right in
the end.

5

4

15. Give me 50/50 odds and I will choose
the wrong answer every time.

5

4

3

2

1

2

1

3

3

2

1
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APPENDIX D
COPE
We are interested in how people respond when they confront difficult or stressful
events in their lives. There are lots o f ways to try and deal with stress. This
questionnaire asks you to indicate what you generally do and feel when you
experience stressful events. Obviously, different events bring out somewhat
different responses, but think about what you usually do when you are under a lot
o f stress.
There are no right or wrong answers. Please consider each item independently
from every other item. Please use the following scale to indicate your response to
each statement listed below:
Mark a

4 if “I usually do this a lot.”
3 if “I usually do this a medium amount.”
2 if “I usually do this a little bit.”
1 if “I usually don't do this at all.”
____ 1 .1 take additional action to try to get rid o f the problem.
____ 2 . 1 try to come up with a strategy about what to do.
____ 3 . 1 refuse to believe that it has happened.
____ 4 . 1 give up the attempt to get what I want.
____ 5 . 1 concentrate my efforts on doing something about it.
____ 6 . 1 make a plan o f action.
____ 7 . 1 pretend that it hasn’t really happened.
____ 8 . 1just give up trying to reach my goal.
____ 9 . 1 do what has to be done, one step at a time.
____ 1 0 .1 think hard about what steps to take.
____ 1 1 .1 act as though it hasn’t even happened.
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Mark a

4 if “I usually do this a lot.”
3 if “I usually do this a medium amount.”
2 if “I usually do this a little bit.”
1 if “I usually don’t do this at all.”
____ 1 2 .1 admit to myself that I can’t deal with it, and quit trying.
____13.1 take direct action to get around the problem.
___ 1 4 .1 think about how I might best handle the problem.
____ 1 5 .1 say to myself “this isn’t real.”
____1 6 .1 reduce the amount o f effort I’m putting into solving the
problem
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APPENDIX E
Religious Problem-Solving Scale
Please use the following scale to indicate your response to each statement listed
below:
Mark a

5 if you always perform the activity described in the statement.
4 if you very often perform the activity described in the statement.
3 if you sometimes perform the activity described in the statement.
2 if you very rarely perform the activity described in the statement.
1 if you never perform the activity described in the statement.

____1. When I have a problem, I talk to God about it and together we decide
what it means.
2. Rather than trying to come up with the right solution to a problem myself,
I let God decide how to deal with it.
____3. When faced with trouble, I deal with my feelings without God’s help.
____ 4. When a situation makes me anxious, I wait for God to take those feelings
away.
____ 5. Together, God and I put plans into action.
6. When it comes to deciding how to solve a problem, God and I work
together as partners.
____7 . 1 act to solve my problems without God’s help.
8. When I have difficulty, I decide what it means by m yself without help
from God.
____ 9 . 1 don’t spend much time thinking about troubles I’ve had; God makes
sense o f them for me.
____ 10. When considering a difficult situation, God and I work together to think
o f possible solutions.

77
Mark a

5 if you always perform the activity described in the statement.
4 if you very often perform the activity described in the statement.
3 if you sometimes perform the activity described in the statement.
2 if you very rarely perform the activity described in the statement.
1 if you never perform the activity described in the statement.

____11. When troublesome issues arise, I leave it up to God to decide what it
means for me.
____ 12. When thinking about a difficulty, I try to come up with possible
solutions without God’s help.
____ 13. After solving a problem, I work with God to make sense o f it.
____ 14. When deciding on a solution, I make a choice independent o f God’s
input.
____ 15. In carrying out the solutions to my problems, I wait for God to take
control and know somehow H e’ll work it out.
____ 1 6 .1 do not think about different solutions to m y problems because God
provides them for me.
____ 17. After I ’ve gone through a rough time, I try to make sense o f it without
relying on God.
____ 18. When I feel nervous or anxious about a problem, I work together with
God to find a way to relieve my worries.

78

APPENDIX F
Center for Epidemiological Studies - Depressed Mood Scale (CES-D)
Using the scale below, indicate the number which best describes how often you
felt or behaved this way— DURING THE PAST WEEK.
12=
3=
4=

Rarely or none o f the time (less than 1 day)
Some or a little o f the time (1-2 days)
Occasionally or a moderate amount o f time (3-4 days)
Most or all o f the time (5-7 days)

DURING THE PAST WEEK:
____

1. I was bothered by things that usually don’t bother me.

____

2. I did not feel like eating; my appetite was poor.

____

3. I felt that I could not shake off the blues even with help from my
family or friends.

____

4. I felt that I was just as good as other people.

____

5. I had trouble keeping my mind on what I was doing.

____

6. I felt depressed.

____

7. I felt that everything I did was an effort.

____

8. I felt hopeful about the future.

____

9. I thought my life had been a failure.

____

1 0 .1 felt fearful.

____

11. My sleep was restless.

____

1 2 .1 was happy.

____

13.1 talked less than usual.
1 4 .1 felt lonely.
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1 = Rarely or none o f the time (less than 1 day)
2 = Some or a little o f the time (1-2 days)
3 = Occasionally or a moderate amount o f time (3-4 days)
4 = Most or all o f the time (5-7 days)
15. People were unfriendly.
1 6 .1 enjoyed life.
1 7 .1 had crying spells.
1 8 .1 felt sad.
1 9 .1 felt that people disliked me.
2 0 .1 could not get “going.”

80

APPENDIX G
Clinical Anxiety Scale

This scale is not included in the appendix because it is copyrighted.
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APPENDIX H
Cover Letter
Dear Participant,
Thank you for your participation in this study about the role o f optimism,
pessimism, and coping styles in mental health. Enclosed is a questionnaire that
will take approximately 30-45 minutes to complete. Your answers will remain
confidential. Please do not write your name anywhere on the questionnaire. Each
questionnaire has been given a research code (upper right hand comer). These
questionnaires are designed to measure your attitudes and feelings related to past
and future events, the ways you deal with stress, and your religious beliefs.
Although unlikely, it is possible that you may experience some negative emotions
while completing this questionnaire. You may wish to contact a local community
mental health center if you wish to discuss any such feelings with a counselor.
You are free to withdraw your participation in this project at any time.
Please return your completed questionnaire and your signed informed
consent form to the experimenter via the enclosed return envelope within two
weeks. If you have any questions or concerns, or if you wish to obtain a copy o f
the results upon completion o f the study, you may contact, Nathan Griffith (513)
272-1829, Dr. Mark Rye (937) 229-2160, or the chair o f the Research Review and
Ethics Committee at the University o f Dayton, Dr. Charles Kimble, (937) 2292167.
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Thank you,
Nathan Griffith, B.A.
Psychology Masters Student
Psychology Department
University o f Dayton

Mark Rye, Ph. D.
Assistant Professor
Psychology Department
University o f Dayton

83

APPENDIX I
Informed Consent to Participate in a Research Project
Project Title: The role o f optimism, pessimism, and coping styles in mental
health

Investigator: Nathan Griffith and Dr. Mark Rye (faculty supervisor)

Description of Study: Participants will complete a 104-item questionnaire
related to demographic information, optimism and pessimism, non-religious and
religious coping style, and mental health. Please follow instructions carefully.

Adverse Effects and Risks: It is unlikely that you will experience adverse
effects when participating in this study. If you do experience distress, you might
wish to contact a local community mental health center to discuss your concerns
with a mental health professional.

Duration of Study: The study will take approximately 30-45 minutes to
complete.

Confidentiality of Data: Please do not put your name anywhere on the
questionnaire. You will be assigned a research code. A list o f code numbers and
participant names will be kept separate from the responses. Only the investigators
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named above will have access to these records. Your name will not be revealed in
any document resulting from this study.

Contact Person: If you have any questions or concerns about this study, contact
Nathan Griffith 513.272.1829, Dr. Mark Rye 937.229.2160, or the chair o f the
Research Review and Ethics Committee at the University o f Dayton, Dr. Charles
E. Kimble, 937.229.2167.

Consent to Participate: I have voluntarily decided to participate in this study.
The investigator named above has adequately answered any and all questions I
have about this study, the procedures involved, and my participation. I
understand that the investigator named above will be available to answer any
questions about research procedures throughout the study. I also understand that I
may voluntarily terminate my participation in this study at any time and still
receive full credit. In addition, I certify that I am 18 (eighteen) years o f age or
older.

Signature o f Participant

Signature o f Witness

Participant’s Name (printed)

Date

Date
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APPENDIX J
Debriefing Letter
This research study examined the role o f optimism, pessimism, and coping
styles in mental health. Recent research has indicated that optimism promotes
physical and psychological health (Scheier & Carver, 1985, 1992). Other studies
have found that pessimism is linked to poorer physical and psychological health
(Peterson & Seligman, 1984; Peterson, Seligman, & Vaillant, 1988). However, it
is not clear why these relationships exist. One possibility is that optimists use
more active strategies for coping with problems whereas pessimists use more
passive or avoidant strategies for coping with problems. This study attempted to
test this hypothesis. In addition, this study examined the role o f religious coping
in predicting the relationships between optimism, pessimism, and mental health.
Several researchers have found that religious coping is prevalent during times o f
stress and can have a positive impact (e.g., Pargament, 1997).
If you are interested in finding out more about the effects o f optimism and
pessimism, you might read:
Seligman, M. E. P. (1990). Learned optimism. New York: Knopf.
Seligman, M. E. P. (1995). The optimistic child: A proven program to safeguard
children against depression and build lifelong resilience. Boston:
Houghton Mifflin.
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Seligman, M. E. P. (2002). Authentic happiness: Using the new positive
psychology to realize your potential fo r lasting fulfillment. New York:
Free Press
Your responses are strictly confidential. Your name was replaced by a
research code. We are interested in your responses as a group. If you experience
any emotional distress related to your participation in this research project, you
may wish to contact a local community mental health agency.
Thank you for your participation in this study. If you are interested in a
summary o f the results, please provide us with your name and permanent mailing
address. If you have any questions or concerns, please contact Nathan Griffith
(513) 272-1829 or Dr. Mark Rye (937) 229-2160.

Thank you,

Nathan Griffith, B.A.
Psychology Masters Student
Psychology Department
University o f Dayton

Mark Rye, Ph. D.
Assistant Professor
Psychology Department
University o f Dayton
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